INTRODUCTION
Hydatid disease (HD) is an ancient disease and even was known to Hippocrates. It can virtually affect any organ in the body from head to toe, and most common affected organs are found to be liver and lungs. 1 Occurrence of hydatid disease at unusual sites is approximately 8-10%. Hydatid disease is still a major health problem in the infested areas of world, mainly in sheep-raising communities. But owing to increased travel and tourism all over the world, it can be found anywhere, even in developed countries. 2 It can involve any organ and mimic almost any pathological condition. The clinical picture depends upon the involved organs, its effects on adjacent structures, complications due to secondary infection, rupture and anaphylaxis caused by hydatid cysts. 3 The early asymptomatic phase and delayed presentation makes early diagnosis difficult. The various complications of the disease, rather than the disease itself are more difficult to treat. The disease might undertake a 'malignant' course in the sense of high rate of recurrence, which further enforces the importance of meticulous evaluation and proper planning of treatment and better preventive methods aiming at control and eradication of this age old disease. 4 Further studies are therefore needed to improve our understanding of the various clinical problems caused by this parasite in general and more specifically to reassess the surgical nature, complications and fatality of this disease in order to apply more appropriate surgical treatment to human Echinococcosis. 5 Surgery for hydatid disease has always been considered as the gold standard in terms of therapy despite significant advances in medical treatment and interventional radiology. 6 With the passage of time, the treatment for abdominal hydatid disease is undergoing revolutionary changes and the era of open surgery with its associated large incision and prolonged stay is now being challenged by lesser invasive procedures. 7 With evolution of laparoscopic surgeries, laparoscopic treatment of hydatid disease has also evolved. 8 We have undertaken this research to study incidence of hydatid disease in various parts of body, its clinical presentation and management with associated complications. Aims and objectives of the study were to study epidemiology, clinical features and complications at presentation in hydatid cyst in different organs, to study distribution of hydatid cyst in different organs, various modalities of management of hydatid cyst advantages and disadvantages and to study morbidity and mortality in various modalities for management of hydatid cyst.
MATERIAL AND METHODS
This study was carried out in Department of General Surgery of a medical college situated in an urban area. The study period spanned over 7 years (2010) (2011) (2012) (2013) (2014) (2015) (2016) (2017) 
RESULTS
Out of total 148 patients there were 46 males and 102 females with a M:F ratio of 1:2.21. The highest incidence was found in 4th decade (26.35%) (Figure-1 ). The Analysis of age groups of the affected cases showed that the most common age group affected was between 31-40 years (26.35%) followed by 41-50 years (18.24%) and 51-60 years (16.21%) (table-1). Among the 148 patients with hydatid cysts, most of them 67.56% patients found to have hydatid cysts in liver. Followed by lung, where, 20.27% patients had hydatid cysts. In these, 4.05% patients had liver hydatid along with lung hydatid in right lung, and 25% of patients had it in left lung and 12.5% patients with lung hydatid found to have both lungs affected (figure-2).
In present study most of the patients with liver hydatid presented with abdominal pain (70%) which predominantly was in right hypochondrium, 15% patients presented with lump in abdomen, 11% patients presented with fever. A significant no of patients (33%) patients were asymptomatic at presentation. In patients presented with lung hydatidosis common signs and symptoms included cough (69.23%), chest pain (23.33%), breathlessness (6.66%), hemoptysis (16.66%) and fever (6.66%). All the splenic hydatid patients were presented with lump and pain in abdomen, where 2 patients with renal hydatid were presented with lump and hematuria, and one presented with lump in lumbar region.
Patients with cardiac hydatid were asymptomatic, and were diagnosed on routine screening for the cardiovascular diseases, and cerebral hydatid patient presented with seizures.
In this study, we found that, 4% patients of the liver hydatid patients had intrabiliary rupture at presentation, 3% patients had liver hydatid ruptured into pleural cavity, 2% patient had silent peritoneal rupture with secondary peritoneal hydatidosis, and 11% patients had infected hydatid cysts. 9 (30%) patients with lung hydatid had ruptured hydatid at presentation, and all of them had cyst ruptured into pleural cavity. One renal hydatid patient presented with calcified hydatid cyst ( figure-3,4 Table- cysts, and 1.35% patients had liver hydatid along with splenic hydatid.(see table II) In liver, hydatid was predominated in right lobe with 74% patients had right liver lobe hydatid, and 13% had hydatid cyst in left lobe and 13% had it in both lobes of liver. In lung, right lung found to be most commonly involved with 62.5% patients with lung hydatid had the cyst epicardial location, where excision of the cyst wall was done. 1 more patient with cardiac hydatid had hydatid cyst in pericardium which was excised by thoracoscopic technique. In cerebral hydatid, hydatid was in temporoparital lobe, where the thin cortex was incised and the cyst was removed by Dowling's method. The Analysis of intra-operative complications showed that Spillage was most dreaded complication in the surgery of the hydatid cyst. Intra operative complications depend on the type of surgical procedure used. We took adequate precautions to avoid spillage of the contents. Although spillage is considered a nightmare during hydatid cyst surgery, its relevance in practice is questionable. In present series, among 100 operated liver hydatid cysts, 7 cases had intra operative spillage and one patient had anaphylaxis following spillage. It was managed adequately with intravenous hydrocortisone and with inotropic support by the anesthetists in the theater. Patient recovered well from the episode post operatively. Iatrogenic organ injury (bladder injury) was seen in 1 patient while attempting to excise broad ligament hydatid cyst.
Internal bleeding was seen in 2 cases which occurred during evacuation of liver hydatid cyst. Rests of the surgeries were uneventful. All the above complications were observed in the laparoscopic surgeries (figure-5).
The analysis Of Postoperative complications showed that out of 100 operated liver hydatid cysts 10 patients developed surgical site infection, which were managed by appropriate antibiotics and dressings. 10 patients developed biliary leak. Out of these 10 patients who developed biliary leak in 7 patients leak subsided within 10 days while in 3 patients biliary drainage persisted for more than 3 weeks and these cases were managed by Endoscopic sphincterotomy. Among 30 operated lung hydatid cyst patients 4 people developed prolonged air leak and later required lobectomy. One splenic hydatid patient developed wound complication and was managed conservatively. Post-operative period of renal, pelvic, cardiac and cerebral hydatid were uneventful (figure-6). Patients were followed up at 6th month, 1 year and even after that if feasible. We could not find any recurrences till the end of the study period.
DISCUSSION
Hydatid disease is a zoonotic disease, incidence of which is decreasing now a days, with modified lifestyle of the people and improved sanitation. 9 We studied 148 patients who were surgically managed for hydatid cysts. In this study we could observed that, most patients had hydatid cysts in liver followed by lungs. Liver acts as the first filter for the cysts, where they lodge and grow and followed by lung which acts as the second filter. We could also find hydatid cysts in liver along with hydatid cysts of other organs like lungs, spleen etc. Cysts grow slowly hence patients remain asymptomatic till it exerts pressure effects on the adjacent tissue with growth of cyst. Thus a patient of hydatid cyst in liver will be asymptomatic, and may later present with dragging pain in right hypochondrium and lump. 10 In some patients it may present with ruptured cyst into the biliary tract thereby causing obstructive jaundice, or may secondarily get infected, or rupture into the peritoneal cavity.
11 USG abdomen is a useful investigation in liver hydatids, which aids in determining the size of the cyst, presence of daughter cysts, number of cysts, lobe and segments involved and staging of the cysts. 12 It also helps to find associated hydatid cysts in other abdominal organ. Liver hydatids can be managed by surgery by either open or laparoscopic techniques, in a conservative approach with cystotomy and evacuation of the membranes and sterilization of the cyst with 2% cetrimide solution with adequate precaution in cysts with intrabiliary communication. Liver resection or pericystectomy was not done in any of the patients, and we did not find any recurrence in any of our patients under follow up. The fear of the laparoscopic techniques was the spillage of the cyst contents resulting in extensive peritoneal hydatid cysts. 13 With proper precautions during procedure we could minimize the spillage and with antihelmenthics in postoperative period there were no recurrences in follow up with laparoscopic method. Conversion rate was low as well as post-operative complications were also minimal. However ten patients had biliary drainage in the drain which were kept in the cavity, seven of them were managed conservatively, while three of them had persistent biliary drainage for more than three weeks who were managed with ERCP and sphincterotomy.
14 Lung was the next most common organ affected by Echinococcosis following the liver, as it is the second filter for the cysts. Lung hydatid cyst patients presented with cough, as the cyst compress the adjacent terminal bronchioles. 15 When the cyst grows and as the intracystic pressure increases, cyst may get ruptured. We found significant number of patients with ruptured lung hydatid into pleural cavity presenting as pleural effusion which could be seen on chest x-rays. 16 Video-Assisted thoracoscopic Surgery (VATS) is becoming increasingly popular for management of lung hydatids. 17 In our study 30% patients with lung hydatids were managed successfully with VATS and in 15% of patients procedure was converted from VATS to thoracotomy. And remaining 55% patients were managed by thoracotomy. Pulmonary hydatid cysts can be treated either by cystectomy or lobectomy and in cases of extensive involvement pneumonectomy may be necessary. 18 We did cystectomy in all the patients except with 2 patients undergoing lobectomy and one patient undergoing pneumonectomy due to the extensive involvement by the cyst. Post operatively 10% patients developed air leak. Who required lobectomy. With no post op recurrences were observed. Splenic hydatid cysts are usually managed either by cystectomy or Splenectomy. 19 For splenic hydatid cysts we did Splenectomy in six out of seven patients, due to extensive involvement of cyst. And cystectomy was done in one patient. We used laparoscopic approach in four patients with nil postoperative complications and no recurrences. Renal hydatid may be seen as simple or complex renal cyst on imaging. 20 In this study renal hydatid patients were managed by nephrectomy. Nephron sparing procedures could not be done as the cysts involved the entire parenchyma with dysfunction of t he kidney. Cerebral hydatid patients presented with seizures and were diagnosed on the basis of presence of typical ring enhancing lesions on CT brain.
